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Fascial and neural relations, saphenofemoral junction,
and valves”
I would like to send my compliments to Dr Schweighofer
and colleagues1 for reporting the first quantification of the valves
located near the small saphenous vein (SSV) ending. However, I was
surprised that they considered the anatomy of the SSV “. . . not
described consistently. . . .” In fact, apart of junctional valves, their
observations have been largely described in the past.2-6 For example,
the interfascial course of the SSV, the absence of deep fascia piercing,
the confluence of veins from posterior thigh muscles, the marked
variability of neural relationships, and termination are already docu-
mented in the numerous and important articles they quoted.
Moreover, three main points absolutely need to be clarified
because they are confusing and potentially misleading:
1. It is unclear why the authors mentioned in the title the “saph-
enofemoral” junction, whereas in the text they dealt with the
“saphenopopliteal” one. Was this because the SSV rarely ends
into the lower femoral vein4 or into the common femoral,
through the Giacomini and great saphenous veins?
2. The authors state that the saphenous fascia is visible “starting with
a mean distance of 5.1 cm proximal to the calcaneal tuber.” In
turn, as I clearly reported,2 the saphenous fascia covers the entire
SSV, even in the lower leg and retromalleolar space (Figs 3,A and
Bof reference 2).This canbe easily evidencedbydissectionof fresh
cadavers (Fig, A) and in daily practice by duplex, computed
tomography, and magnetic resonance imaging (Fig, B). Such a
discrepancy is probably because the saphenous fascia is extremely
thin and the subcutaneous fat very scarce at the lower leg. Thus,
embalming procedures “glue” the saphenous fascia to the overly-
ing derma, making it difficult to demonstrate it even by a gentle
dissection.2 Furthermore, it is even more likely that the saphenous
fasciahasbeenaccidentally removedduringexposureof theSSVat the
lower leg because “. . . skin removal was performed by students. . . .”
Fig. A, Planar dissection of the saphenous fascia in the pos
arrows). A probe has been proximally inserted into the
demonstrates the saphenous fascia (red arrows) covering the shor3. It is unclear where the authors exactly located “. . . the very ori-
gin . . .” of the SSV. In fact, initially “. . . the beginning of the SSV
was situated at an average level of 5.1 cm proximal from the
calcaneal tuber . . .” (lateral leg), but then in the discussion,
“. . . the initiation . . . is situated constantly in the lateral retro-
malleolar region . . .” (lateral ankle). In addition, the authors
stated that, at its “. . . initiation . . . the SSV collects several tribu-
taries as the lateralmarginal vein of the foot. . . .”These statements
would result in an “even more shortened” SSV, with the lateral
marginal vein of the foot stretched up along the lateral leg. Such
perspective is hard to be accepted established only on the above-
discussed findings about the extension of the saphenous fascia.
In conclusion, the classic, simple, and worldwide accepted
Gray’s description of the SSV origin (“. . . behind the lateral
malleolus as a continuation of the lateral marginal vein . . .”)
sounds less misleading and is clearly supported by anatomic and
topographic evidence.
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leg showing it covers the distal short saphenous vein (black
nous compartment. B, Ankle magnetic resonance imageterior
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Reply
First of all, we thank Alberto Caggiati for his crucial com-
ments. As he clearly pointed out, there are of course many studies
concerning the anatomy of the small saphenous vein (SSV).
Nevertheless, it is still unclear whether there exists a “true”
saphenopopliteal junction (SPJ); this “junction” might be consid-
ered as a perforating vein in light of our results. This is supported
by the fact a “real” SPJ (type A as described in the Union Interna-
tionale de Phlébologie [UIP] consensus papers1,2) existed in only
37.2%, and that in about 90% of the cases, the SSV continued up
the thigh, even without any connection to the popliteal vein (type
C as described in the UIP consensus papers) in about one-quarter.
This thigh extension itself was connected to the great saphenous
vein (GSV) quite often. A Giacomini vein was found in 65.5%,
quite similar to a frequency of 72.5% as quoted from the original
work of Giacomini3,4; these data have not been included in our
referenced report.5 Considering the SPJ as a mere perforator is also
supported by Dodd’s work.6 Therefore, as a provoking impulse,
we added the term “saphenofemoral junction” to the title.
Concerning the second point, it might have been possible that
our embalming procedures7 glued the fascia to the overlying skin.
Indeed, we identified the fascia only macroscopically and we apol-
ogize for not including that possible bias of embalming procedures
into the discussion. However, our experiences clearly show that
such an embalming-based gluing of the fascia to the skin has not
taken place, but we confess that we do not have scientifically sound
proof for this. Furthermore, an accidental removal of the fascia by
students did not take place, because students performed most of
the skin removal, without removing the subcutaneous fatty tissue.
Finally, we pointed out that the offset of the “common trunk”
of the SSV—its very beginning—“was situated at an average level
of 5.1 cm (SD 1.2 cm) proximal from the calcaneal tuber.” At this
level, the different tributaries or roots, such as the lateral marginal
vein and the lateral calcaneal vein(s), join and form a uniform SSV
(see Fig 2 of our article5). Thus, the proper compartment of the
SSV starts also at this very point. Therefore, we proved that the
whole SSV was covered by a proper saphenous fascia. Of course,
the venous roots are also covered by a fascia, as is also visible in our
Fig 2 (lower portion, where the “tributaries” arise from under-
neath their fascial cover). We agree with Alberto Caggiati that the
SSV is lying in a proper saphenous compartment at its whole course
along the calf (as shown in his Fig 1, A). Caggiati further discussesthe possible discrepancies between “. . . the beginning of the SSV
[. . .] at an average level of 5.1 cm proximal from the calcaneal
tuber,” and “. . . the initiation [. . .] is situated constantly in the
lateral retromalleolar region.” In our opinion, a point 5.1 cm
proximal to the calcaneal tuber is truly within the lateral retroma-
lleolar region, and not above at the lateral leg. Therefore, our
findings stand not against Gray’s description of the SSV origin
“. . . behind the lateral malleolus [ie, the lateral retromalleolar
region] as a continuation of the lateral marginal vein,” but extend
this description by adding “. . . where the lateral calcaneal vein(s)
join.”
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